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Chapter 1: Performance
Reporting System Overview

The National Drug Control Strategy (Strategy) is a guide for the Nation in controlling the use and conse-
quences of theillicit use of drugs. The Performance Reporting System (PRS) is a performance monitoring
and assessment mechanism for gauging the effectiveness of this Strategy. It serves to foster interagency
responsibility to the American taxpayer for drug control policies, programs, and budget.’

The PRS is designed to appraise the performance of the large and complex interagency Federal effort set
forth in the Strategy, as required by ONDCP’s 2006 Reauthorization Act.? Section 202 of the Act requires
ONDCP to track and report on progress as reflected in performance measures and targets established for
each goal and objective in the Strategy (see Addendum A for more detail about the Reauthorization Act
as it pertains to the PRS).> The PRS will monitor key performance measures to inform ONDCP whether
drug control programs are performing as expected. The PRS is essential because it acts as a signal to
indicate where the Strategy is on track, and when and where further attention, assessment, evaluation,
and problem-solving are needed. Using the PRS, ONDCP will be able to adjust the Strategy’s policy and
program actions accordingly to achieve the FY 2015 Goals.

A full glossary of acronyms, abbreviations, and performance terms mentioned in this report is located
in Addendum B.

The Strategy’s Goals and Objectives for 2015

The 2010 Strategy’s Goals and Impact Targets

The Strategy establishes two overarching Goals to reduce drug use and its consequences by 2015, as
shown in Table 1-1. The table also includes, for each Goal, performance targets that reflect the desired
impact of drug control programs and policies guided by the Strategy.

The Strategy, including its two Goals, was developed through an extensive consultation process with
Federal, State, local, and tribal partners, and addresses the Nation's call for a balanced policy of pre-
vention, treatment, enforcement, and international cooperation. The Strategy also reflects the close
and strong collaboration between ONDCP and its Federal drug control agency partners to undertake
evidence-based programs, policies, and practices to achieve desired performance outcomes by 2015.

1. The PRS in accordance with the Government Performance and Results Modernization Act of 2010 which
requires cross-agency goals, focuses on the joint performance of agencies with the common mission of reducing drug
use and its consequences.

2. The Office of National Drug Control Policy Reauthorization Act of 2006 (Public Law 109-469), referenced as the
Reauthorization in this report.

3. A performance “measure” represents the specific characteristic or aspect of the program (or policy) that is used
to gauge performance. For example, a measure for “drug use” might be the percent of the population that used drugs in
the past 30 days. A performance “target” shows the desired level of performance to be achieved during a specified fiscal
year for that measure. See Addendum B for a listing of terms, acronyms, and abbreviations used in this report.
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Table 1-1
The 2010 National Drug Control Strategy’s Impact Targets to be attained by 2015

Goal 1: Curtail illicit drug consumption in America

la:  Decrease the 30-day prevalence of drug use among 12-17 year olds by 15%

1b:  Decrease the lifetime prevalence of 8th graders who have used drugs, alcohol, or tobacco by 15%
1c:  Decrease the 30-day prevalence of drug use among young adults aged 18-25 by 10%

1d:  Reduce the number of chronic drug users by 15%

Goal 2: Improve the public health and public safety of the American people by reducing the
consequences of drug abuse

2a:  Reduce drug-induced deaths by 15%
2b:  Reduce drug-related morbidity by 15%
2c: Reduce the prevalence of drugged driving by 10%

Data Sources: SAMHSA’s National Survey on Drug Use and Health (1a, 1c); Monitoring the Future (1b); What Americans
Spend on lllegal Drugs (1d); and Prevention (CDC) National Vital Statistics System (2a); SAMHSA's Drug Abuse Warning
Network drug-related emergency room visits, and CDC data on HIV infections attributable to drug use (2b); National Survey
on Drug Use and Health and National Highway Traffic Safety Administration (NHTSA) roadside survey (2c).

Note: For all goals and measures, 2009 data are used as the baseline in accordance with the 2011 Strategy
although in some cases, 2009 data are not yet available.

In accordance with the Reauthorization (PL. 109-469), the Strategy aims to achieve two Goals as follows:
Goal 1 focuses on reducing U.S. demand for drugs on two fronts: drug use among youth and young
adults as well as reducing chronic drug use by users classified as “abusers of drugs” or “addicted.” Goal
2 focuses on increasing public health and public safety by improving the health of the American public
through setting meaningful targets to reduce mortality and morbidity associated with the disease
of addiction. This Goal also targets other serious consequences such as drugged driving in order to
improve public safety.

Both Goals are strongly supported by activities to reduce access to and the availability of drugs through
domestic and international activities. Efforts to reduce the supply of illicit drugs and to enforce the laws
of the United States have decreased crime, increased the protection of U.S. borders, disrupted trafficking
networks, and curtailed international and domestic production of drugs.

The Strategy’s Objectives

The Strategy constitutes a balanced approach to reducing drug use as well as its consequences, based on
the perspective that abuse and addiction are serious public health problems. It articulates seven strate-
gic Objectives (Table 1-2) for the two Goals presented above. Substantive guidance for each Objective
is provided In the Strategy’s Chapters. The PRS incorporates the two Goals and seven Objectives and
identifies performance measures and targets for each Objective. The Objectives articulate a broad range
of efforts. Objectives 1 and 2 emphasize preventing the onset of drug use and intervening to stop use
once initiated. Objective 3 focuses on the integration of treatment into mainstream health care and
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Table 1-2
Strategy Objectives

1. Strengthen Efforts to Prevent Drug Use in Communities

2. Seek Early Intervention Opportunities in Health Care

3. Integrate Treatment for Substance Use Disorders into Health Care and Expand Support for Recovery
4. Break the Cycle of Drug Use, Crime, Delinquency, and Incarceration

5. Disrupt Domestic Drug Trafficking and Production

6. Strengthen International Partnerships and Reduce the Availability of Foreign-Produced Drugs in the
United States

7. Improve Information Systems for Analysis, Assessment, and Local Management

expanding support for recovery services. Objective 4 articulates the need to address the nexus between
public health and public safety and supports approaches to break the cycle of drug use and crime.
Objective 5 addresses drug trafficking and production and supports efforts to reduce the availability
of drugs in the United States. Objective 6 emphasizes the importance of strengthening international
partnerships and reducing the supply of foreign-produced or cultivated drugs before they enter the
United States. Objective 7 is distinct in that it seeks to generate new and improved sources of informa-
tion about the drug market (supply and demand) so as to improve policies, programs, and practices.

In order to gauge progress toward each Objective, the PRS includes performance measures with targets
to be achieved by 2015. Detailed information about these measures and their sources of information
are presented in Chapter 3.* A summary listing of the performance measures and targets can be found
in Addendum C.

Performance Monitoring

The Performance Measurement System

The PRS is one element of a broader performance measurement system. The key elements of this
system are set forth in ONDCP’s Reauthorization which calls for a performance measurement system
that includes (i) a monitoring system that indicates whether the Federal drug control community is
on track to meet the FY 2015 Goals and Objectives of the Strategy; (ii) evaluation of the contributions
of demand and supply programs with corrective actions when targets are not met; (iii) alignment of
agency budgets and contributions to the Strategy, indicating the contributions of agencies and their
budget resources; and (iv) assessment of the adequacy of data sources and instruments. This broader
performance measurement system (represented in Figure 1-1) addresses these requirements as follows:

4. The PRS focuses on the interagency performance measures and targets. Information regarding specific Federal
drug control initiatives that support these Objectives is presented in the National Drug Control Strategy, FY 2012 Budget
Summary.
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» Monitoring: The PRS is a monitoring system that assesses interagency progress toward achiev-
ing the Goals and Objectives of the Strategy. It provides early warning about progress through
ongoing comparisons of targets against actual achievements for each measure. The PRS will,
therefore, identify targets that are being met and those that are not - from among the seven
impact targets (that show progress towards the Goals) and the twenty-six targets that reflect
progress towards each Objective.

The Strategy outlines various actions necessary to achieve the two overarching goals of reduc-
ing drug use and its consequences. The implementation of these actions by the interagency is
monitored by ONDCP’s Delivery Unit that works with ONDCP Components to coordinate and
track progress.

o Assessment and Evaluation: The PRS is complemented by assessments and evaluations.
When a target is not achieved, the PRS will serve as a trigger for an interagency assessment of
potential causes and options forimprovement. In collaboration with the Steering Committee®
and relevant Federal drug control agencies, ONDCP will initiate an in-depth diagnostic review
to identify causal factors contributing to the problem. If the cause of the problem is not evident,
a more in-depth assessment and/or evaluation may be undertaken.

Such joint assessments and evaluations will be in the form of in-depth, interagency-focused
studies that seek to isolate obstacles to progress and recommend improvements. Since evalua-
tions are expensive and time-consuming, the PRS will act as a filter mechanism to ensure scarce
evaluation resources are directed to the most pressing problem areas.

» Resources and Agency Performance: The National Drug Control Strategy, Budget Summary
focuses on the alignment of agency resources with agency contributions. It also examines
agency performance in terms of its contributions to the Strategy.

o Data Assessment: The National Drug Control Strategy Data Supplement (Data Supplement)
reports up-to-date information on the availability and prevalence of illegal drugs. It also
reports on the criminal, health, and social consequences of the illicit use of drugs, as well as the
adequacy of existing data systems. The Data Supplement summarizes sources of data used to
gauge the national drug problem, some of which are used as data sources in the PRS.

Implementing the Performance Reporting System

The PRS will collect and report on data for each performance measure including the data source, and the
agency that reports the data. This information will be used to inform budget formulation and resource
allocation, Strategy implementation, policymaking, planning, and provide information on progress
toward the Strategy’s Goals and Objectives. ONDCP will release the PRS report each year to coincide
with the release of the Strategy.

5. The Steering Committee, consisting of senior agency officials familiar with drug control policies and programs,
was established to advise the Director of ONDCP on the design and implementation of the PRS.
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Performance Measurement System

PERFORMANCE REPORTING SYSTEM OVERVIEW

Context Process Questions Answered Mechanism
Interagency Implementation Are Strategy actions on Delivery Unit
track?
Performance Monitoring Are we on track to meet PRS
the FY 2015 goals and
objectives?
Assessment & Evaluation » Why are we not meeting Interagency Assessment
(planned) targets? & Evaluation (at ONDCP
» What corrective actions direction)
can/should be taken?
Agency Assessment of Agency « What are agencies + Budget Summary
Contribution contributing? + Budget-Performance
« Using what budgetary Certification Process
resources?
Assessment of Agency Does |G attest to the Performance Summary
Performance System agency management Report
assertions regarding valid-
ity, adequacy, of agency
performance system?
Interagency Adequacy of Data Systems Are available data adequate | Data Supplement
for policy & evaluation

Assessing Performance

The lack of nationally representative data has limited ONDCP’s ability to assess demand and supply
efforts. ONDCP recognizes this limitation and has placed great emphasis on improving information
systems to advance understanding of the nature and extent of the drug problem, as well as provide
better data for performance assessment. For performance monitoring, specialized types of data are
required. Not all data are useable. Data must be collected and available on a regular schedule and also
be representative of what is being measured. For the PRS measures, the data should ideally be collected
annually and be representative of national trends. Other types of data, such as those from single research
studies, intermittent surveys, and ongoing data collections representative of specific geographic areas,
are useful in an auxiliary capacity to fully interpret interagency performance.

The PRS development process resulted in the selection of measures that were supported by the best
data available. In cases where optimal measures were not useable because of the lack of data, proxy
measures were used. While there are limitations to using proxy measures (such as data not always
reflecting the universe), they represent an invaluable option given the inadequacy of available data.
Future analyses will augment PRS measure-related data with ancillary data to corroborate and set the
context for interpreting findings. ONDCP will continue to improve measures as better data sets become
available, as reflected in Objective 7 of the Strategy.
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Diagnosing the specific cause(s) of performance shortcomings can be challenging. In-depth assess-
ments and evaluations of underlying logic models and causal factors will be used to identify issues that
result in gaps between targets and actual accomplishments. These may include:

Errors in the logic model linking program actions to desired results. The logic structure may not
include key internal and external factors, some of which may also not be controllable, associ-
ated with the objective. Also, the logic model may be based on assumptions and traditional
practices not supported by research;

Insufficient commitment from partners—Federal, State local, and Tribal agencies; non-gov-
ernmental and private organizations; and international entities—working towards the same
objective. Such failures could indicate a need for robust performance partnerships that reflect
the relative contribution of each partner;

Failure to accomplish relevant Action Items identified in the Strategy as necessary for achieving
the Objective and its targets;

Inadequate program administration;
Inadequate data to fully understand the issue;
Failure to obtain the resources sufficient to impact the problem; and

Unrealistic performance targets.



Chapter 2: The Performance Reporting

System Development Process

Overview of the PRS Interagency Development Process

The Performance Reporting System (PRS) was developed through an extensive interagency process that
brought together subject matter experts, policy and program analysts, researchers, statisticians, and
leadership from Federal drug control agencies. While not directly involved in the PRS process, State and
local agencies, as well as non-governmental and commercial organizations contribute through their
own policies and programs, to achieving the Goals of the National Drug Control Strategy (Strategy). The
PRS System will therefore be indirectly monitoring the efforts of non-Federal entities as it tracks progress
towards the national Strategy’s Goals and Objectives.

Using the Strategy’s overarching two Goals as a foundation, the PRS design process focused on devel-
oping appropriate performance measures and targets for each of the seven Objectives (Chapters) in
the Strategy. A two-tiered process was undertaken. The first step instituted a senior-level Steering
Committee® with the authority to speak for agencies. The second step established five Working Groups
to undertake the complex processes involved in identifying performance measures and targets. The
roles of Steering Committee and Working Groups are described in further detail below.

The PRS Steering Committee: The interagency process instituted a Steering Committee comprised
of senior agency officials familiar with drug control issues, policies, and programs. This Committee’s
principal roles are to advise the Director of ONDCP on the design and implementation of the PRS, serve
as primary liaisons with their agencies, bring individual agency concerns to the table for discussion, and
review recommendations from the Working Groups.

During the development phase of the PRS, the Steering Committee met twice. The first meeting focused
on initiating the PRS process, including the selection of experts for each Working Group. The second
meeting occurred after the Working Groups identified draft measures and targets. The Committee
reviewed the material, provided feedback, and developed recommendations for review and consider-
ation by the ONDCP Director. This Committee will continue to be involved in the implementation of
the PRS and in assessments and evaluations that result from its findings.

The Five PRS Working Groups: Five Working Groups were formed to address the seven Objectives
of the Strategy, grouped around common themes. The Working Groups included agency subject
matter experts, policy and program analysts, statisticians, researchers, line managers, and other
drug program and data experts knowledgeable about drug control programs, policies, and research.
Representatives from the following Federal agencies participated in Working Group activities: the
Departments of Defense, Education, Health and Human Services, Homeland Security, Interior, Justice,
Labor, Transportation, Treasury, State, Veterans Affairs, and the Small Business Administration.

6. A full listing of the Steering Committee members is provided in Addendum E.
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A summary of the Objectives covered by the Working Groups is presented in Table 2-1 (below). Working
Group 1 addressed the first two Objectives focusing on prevention and early intervention. Working
Group 2 focused on the third and fourth Objectives, dealing with treatment and recovery and breaking
the cycle of drug use and crime. Working Group 3 addressed domestic drug trafficking and produc-
tion while Working Group 4 concentrated on foreign drug production and international partnerships.
Working Group 5 focused on improving drug data information systems. ONDCP subject matter experts
served as Working Group chairs.

Table 2-1: The Seven Objectives Covered by the Five Working Groups

PRS Working Strategy Objective(s)

Group

Working Group 1 Objective 1:
Strengthen Efforts to Prevent Drug Use in Communities

Objective 2:
Seek Early Intervention Opportunities in Health Care

Working Group 2 Objective 3:
Integrate Treatment for Substance Use Disorders into Health Care, and Expand
Support for Recovery

Objective 4:
Break the Cycle of Drug Use, Crime, Delinquency, and Incarceration

Working Group 3 Objective 5:
Disrupt Domestic Drug Trafficking and Production

Working Group 4 Objective 6:
Strengthen International Partnerships and Reduce the Availability of Foreign-
Produced Drugs in the United States

Working Group 5 Objective 7:
Improve Information Systems for Analysis, Assessment, and Local Management

Working Group Meetings

Each Working Group held meetings to develop and refine targets and measures for the Objectives. The
Working Group process (detailed in Addendum D) included the following steps:

o Brainstorming about candidate measures for the assigned Objective;
» Identifying available data sources;

o Evaluating data sources;

e Assessing, ranking, and selecting measures; and

o Identifying targets based on trend lines for each selected measure.
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The Working Groups drew upon the most current research and data available to select performance
measures and targets for each Objective. Research findings helped to identify optimal performance
measures for each Objective. In some cases, however, data limitations precluded the use of ideal mea-
sures. In such cases, Working Groups opted to select a suite of measures to best reflect performance.

Each Working Group used common criteria in selecting performance measures. These criteria were
used to ensure consistency in the selection of measures across Objectives. These criteria required that
performance measures should be:

» Quantifiable;
o Clear in meaning to both analysts and lay readers;

e Avalid indicator for the Objective—that is, a plausible indication of success in achieving the
Objective;

o Supported by a data source that is representative of the event/concept being measured (that is,
data based on nationally representative samples in preference to data collected unsystematically
or narrowly focused on a particular region or subpopulation); and

o Reflect an outcome or an intermediate outcome.”
Additionally, each performance measure should:

o Reflect the contributions of more than one agency. Since the Strategy is meant to reflect inter-
agency drug control efforts, the measures should reflect the collective work of contributing
agencies in achieving each Objective;

e Allow documentation of small changes. Measures with baselines that are very low or very high
will make it more difficult to document change. Also, if the pre-baseline trend is almost a straight
ling, it may be hard to document change unless some new factor is anticipated that is likely to
affect change (e.g. new interdiction technology);

» Have data sources that are as unbiased, continuous, and likely to have funding until FY 2015,
the target year;

e Be unambiguous—(e.g. price and purity are ambiguous measures since they are affected by
demand elasticity); and

e Becomplementary—that is, represent different aspects of success in achieving the Objective.

In recognition of the limitations imposed by insufficient data, the Working Groups recommended that
PRS reports include discussion of appropriate auxiliary data when assessing target achievement. The
presentation of the context of performance will enable a more complete interpretation of results. For
instance, the measures on prescription drug abuse are augmented by information on the extent to
which early intervention opportunities in the health care system are available. Similarly, since there

7. An intermediate outcome occurs between outputs (services or products delivered) and outcomes (that
reflect the purposes of the program or policy). An intermediate outcome is an event or result occurring from actions
undertaken by entities other than the agencies responsible for the joint outcome and that are strongly likely to lead to
the achievement of desired outcomes.
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are no national data on substance abuse recidivism rates for offenders, future PRS reports will include
discussion of State and/or local recidivism data that are available, until a national rate becomes available.

The process delineated above was captured through templates that reflected each stage in the discus-
sion with candidate measures, available data sources, existing time-series data, Working Group assess-
ments about the reliability and validity of each measure and its data, and additional concerns about the
measures under consideration. Once each group felt confident that it had fully discussed the range of
possible measures, it ranked each measure on a scale of 1-3:

Ranking 1—The measure and data meet most of the criteria listed above. For example, the measure
is a valid interagency outcome measure and there are adequate data collected on a regular basis that
would allow detection of small changes.

Ranking 2—The measure and/or data do not meet key elements of the criteria listed above. For example,
the measure is an interagency outcome measure but the data are not collected routinely. Or, data are
representative and reported annually but the measure would not sufficiently reflect the achievement
of the Objective.

Ranking 3—Both the measure and the data have significant deficiencies with respect to the criteria
identified above. For example, the measure does not reflect achieving the Objective and the data are
not collected routinely.

The Working Groups thereafter refined the higher-ranked measures and arrived at consensus on the
best measures to include in the PRS. Each Working Group also used historical data for trend analysis
to identify FY 2015 targets for each of the final measures. These targets signal interagency success in
reducing the Nation’s drug problem by 2015. In setting such targets, the most recently available baseline
data for each performance measure was employed.

Each year, ONDCP will collect data for the impact targets of the two Strategy Goals and the 26 per-
formance targets established for the Strategy’s Objectives. The next chapter of this report presents
the performance measures and targets recommended by the interagency Steering Committee and
approved by the ONDCP Director. Addendum C presents details, including trend lines for measures for
which data are currently available.



Chapter 3: PRS Measures and
Targets for Strategy Objectives

The National Drug Control Strategy (Strategy) represents a comprehensive and balanced approach to
reducing drug abuse and its damaging consequences. The measures and targets developed for each
of the Strategy Objectives employed the most recent data available and constitute an important tool to
measure interagency progress. Each measure—with its baseline, FY 2015 target, and data source—is
described in detail in this chapter; baseline values and 2015 targets are provided in Addendum C.

The PRS Objectives harmonize with the Strategy’s Chapters and include the following:

Objective 1
Objective 2
Objective 3

Objective 4
Objective 5
Objective 6

Objective 7

Strengthen Efforts to Prevent Drug Use in Our Communities
Seek Early Intervention Opportunities in Health Care

Integrate Treatment for Substance Use Disorders into Health Care, and
Expand Support for Recovery

Break the Cycle of Drug Use, Crime, Delinquency, and Incarceration
Disrupt Domestic Drug Trafficking and Production

Strengthen International Partnerships and Reduce the Availability of
Foreign-Produced Drugs in the United States

Improve Information Systems for Analysis, Assessment, and Local
Management

What follows is a description of the performance measures and targets selected for monitoring progress
towards each of the seven Objectives.
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Objective 1—Strengthen Efforts to Prevent Drug Use in Our Communities

Preventing drug use before it begins is a central component of a comprehensive drug control effort to
protect individuals from the dangerous consequences of drug use and builds safe and healthy com-
munities. Progress in substance abuse prevention is monitored through the Strategy’s overarching
impact measures focusing on drug use prevalence and a suite of Objective level measures focusing on
perception of risk and average age of initiation. Table 3-1 outlines the measures and targets that were
selected to assess the progress of this Objective.

Table 3-1 Objective 1 Measures, Baselines, Targets, Data Sources, and Reporting Agencies

Measure ERE T 2015 Target Data Source Reporting
Agency?®

Percent of respondents, 49.3% (2009) 51.2% National SAMHSA

ages 12-17, who perceive Survey on Drug

a greatrisk in smoking mari- Use and Health

juana once or twice a week (NSDUH)

Percent of respondents, 65.8% (2009) 68.0% NSDUH SAMHSA

ages 12-17, who perceive
a great risk in consumption
of one or more packs of
cigarettes per day

Percent of respondents, 39.9% (2009) 41.4% NSDUH SAMHSA
ages 12-17, who perceive a
great risk in consuming four

or five drinks once or twice

a week

Average age of initiation for = 17.6 19.5 NSDUH SAMHSA
allillicit drugs (2009)

Average age of initiation for | 16.9 21.0% NSDUH SAMHSA
alcohol use (2009)

Average age of initiation for | 17.5 18.0 NSDUH SAMHSA
tobacco use (2009)

Analysis of Measures

The measures and targets selected for Objective 1 fall into two categories: (i) risk perception and (ii)
average age of initiation. Data for all six of the selected measures are collected by SAMHSA through
their National Survey on Drug Use and Health (NSDUH) on an annual basis which reports prior calendar
year results each September.

8. The Reporting Agency is the agency responsible for ensuring that the data are collected and reported to ONDCP.
However, multiple agencies contribute to achieving the Strategy’s Goals and Objectives through programs, policies, etc.

9. Substance Abuse and Mental Health Services Administration, Department of Health and Human Services

10. Age 21 is the end goal we are seeking; while it will be a challenge to achieve this by 2015, we do not want to
lose sight of this intent.
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Risk Perception Measures:
o Percent of respondents who perceive a great risk in smoking marijuana once or twice a week

e Percent of respondents who perceive a great risk in consumption of one or more packs of
cigarettes per day

o Percent of respondents who perceive a great risk in consuming four or five drinks once or twice
a week

These three measures were selected because of the research-based link between attitudes and drug
use. Research has shown a strong relationship between youth attitudes and use; as the perception
of risk and social disapproval decreases, drug use among youth increases." Additionally, effective
prevention initiatives are those that are comprehensive, include messages directed at youth regarding
the potential harms of drug use, target environmental factors, and fully engage communities. Hence,
changes in perception are a good measure of whether such prevention messaging and programming
is having the desired effect on attitudes and use. Attitudes about marijuana, tobacco, and alcohol
use were therefore chosen as strong proxy measures for all drug use and as a measure of the overall
effectiveness of prevention efforts.

Targets for the risk perception measure were established based on historical NSDUH data. The NSDUH
provides annual data on a range of populations and drugs of abuse. Young people’s negative attitudes
regarding the perception of risk about drugs, including marijuana, have been softening since 2005: the
2015 target aims to return to reverse this trend. In comparison, perceptions of risk for tobacco use have
been increasing over time. Attitudes against cigarettes have strengthened each year since 2004: the
2015 target seeks to increase the percentage to 68 percent from a 2009 high of 65.8 percent. Similarly,
perceptions about the risk of consuming five or more drinks of alcohol, once or twice a week, have been
increasing since 2004. The 2015 goal looks to increase the percentage from a 2009 level of 39.9 percent
to 41.4 percent.

Average Age of Initiation Measures:
o Average Age of Initiation for All lllicit Drugs

o Average Age of Initiation for Alcohol Use
» Average Age of Initiation for Tobacco Use

The age at which a user starts using illicit substances for the first time is a significant indicator of future
drug use and abuse. The older the individuals are when they use a substance for the first time, the less
likely they are to develop a long-term substance use disorder. Additionally, delaying the age of initiation
is a sound indicator of the effectiveness of prevention initiatives that aim to reduce youth drug use. The
age of initiation data is based on NSDUH respondents who reported using an illicit drug for the first
time within the past 12 months. For alcohol and tobacco, the targets were identified in the context of
the legal age for use for both substances.

11. Age 21 is the end goal we are seeking; while it will be a challenge to achieve this by 2015, we do not want to
lose sight of this intent.
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Objective 2—Seek Early Intervention Opportunities in Health Care

Health care professionals are logical providers of interventions given their role in early detection of
substance abuse. Attention to the warning signs of drug abuse can help reduce the damaging conse-
quences of abuse, including prescription drug abuse. Early interventions are an effective way to address
early signs of substance abuse before they become well-established, chronic conditions.

Table 3-2 outlines the measures and targets that were selected to assess the progress of this Objective.

Table 3-2 Objective 2 Measures, Baselines, Targets, Data Sources, and Reporting Agencies

Measure Baseline 2015 Target Data Source Reporting

(Year) Agency
Percent of Federally 10% (2009) 15% Uniform Data HRSA
Qualified Health Center System

grantees providing
SBIRT services

Percent of respondents 7.7% (2009) 6.5% National SAMHSA
in the past year using Survey on Drug
prescription-type drugs Use and Health
non-medically, age (NSDUH)

12-17

Percent of respondents 15% (2009) 12.8% NSDUH SAMHSA

in the past year using
prescription-type drugs
non-medically, age
18-25

Percent of respondents 4.7% (2009) 4.0% NSDUH SAMHSA
in the past year using

prescription-type drugs
non-medically, age 26+

SBIRT - Screening, Brief Intervention, and Referral to Treatment

Analysis of Measures

Percent of Federally Qualified Number of Health Center grantees providing Screening, Brief
Intervention, and Referral to Treatment (SBIRT) services

Screening and brief intervention approaches are an effective way for the health care system to intervene
with individuals at risk for problem behaviors. SBIRT is a comprehensive, integrated, public health
approach to the delivery of early intervention and treatment services for persons with substance use
disorders, as well as those at risk of developing these disorders. Primary care centers, hospital emergency
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rooms, trauma centers, and community settings provide opportunities for early intervention with at-risk
substance users before more severe consequences occur.

The Health Resources and Services Administration (HRSA), through its Federally Qualified Health Center
(FQHCQ) grantees, provides services to people in traditionally underserved areas and collects data on the
types of services its grantees provide. HRSA is committed to expanding screening for substance abuse
in their health centers. The target represents an increase of 50 percent by 2015 and reflects the com-
mitment to significantly increase the SBIRT program. While HRSA only collects data on its grantees and
does not survey all health centers, the grantees surveyed provide services to nearly 20 million people.
The HRSA measure is a sound proxy for the expansion of screening services, given the absence of data
on the aggregate performance of all health care providers and facilities.

Percent of respondents in the past year using prescription-type drugs non-medically

Non-medical use of prescription drugs is a rapidly increasing problem spanning multiple generations.
This Objective is focused on curbing non-medical use of prescription drugs; hence three of the measures
for this Objective focus on reducing this growing problem. Measures for three separate age cohorts
were chosen to reflect progress in multiple age groups by 2015.

» Non-medical Use of Prescription Drugs Ages 12-17
e Non-medical Use of Prescription Drugs Ages 18-25
e Non-medical Use of Prescription Drugs Ages 26 and Over

NSDUH collects data on non-medical use of prescription drugs for each of the three cohorts. Prescription
drug use continues to be a serious problem. The 2015 targets identified for the above measures—6.5
percent, 12.8 percent, and 4.0 percent, respectively - represent reductions of approximately 15 percent
for each age group. NSDUH data is based on self-reported household survey data. It does not reflect
individuals in the criminal justice system or in other institutions, or individuals who are homeless. Asin
any self-reported data there is the potential in NSDUH for over or under reporting specific behaviors.
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Objective 3—Integrate Treatment for Substance Use Disorders into Health
Care, and Expand Support for Recovery

There are many barriers to receiving clinically appropriate substance abuse treatment, such as a lack of
access to suitable clinical care, facilities, and insurance coverage. Additionally, coordination between
primary medical care and treatment facilities is often poor. Objective 3 reflects the Strategy’s direction
in shifting substance abuse treatment away from an episodic treatment care model to one grounded
in primary health care that recognizes addiction is a chronic disorder associated with relapse where
outcomes are greatly improved with augmentation by recovery support services.

Table 3-3 outlines the measures and targets that were selected to assess the progress of this Objective.

Table 3-3 Objective 3 Measures, Baselines, Targets, Data Sources, and Reporting Agencies

Measure 2010 Baseline 2015 Target Data Source Reporting
Agency
Percent of treatment 45.1% (2007) 50.0 % Treatment SAMHSA
plans completed Episode Data
Set - Discharge
Percent of Health Center 23.0% (2009) 23.0% Uniform Data HRSA
grantees providing sub- System
stance abuse counseling
and treatment services
Percent of treatment 35.5% 39.0% National Survey | SAMHSA
facilities offering at least (2008) of Substance
4 of the standard spec- Abuse
trum of recovery services Treatment
(child care, transportation Services
assistance, employment
assistance, housing
assistance, discharge
planning, and after-care
counseling)

Analysis of Measures

Percent of treatment plans completed

Objective 3 addresses the improvement of current treatment services. In the absence of nationwide
data on treatment effectiveness, a proxy measure on the percent of those completing treatment was
adopted. This choice reflects the research correlating the completion of appropriate treatment with
reductions in use and consequences. Multi-year data tracking clinical outcomes for individuals receiving
treatment would have been ideal for this measure but those data are not available.

Data for this measure are drawn from SAMHSA's Treatment Episode Data Set on Discharges (TEDS-D).
This data set covers areas such as treatment completion, length of stay in treatment, substance abuse
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characteristics, and client demographics. All States report TEDS-D data, but the data reported are based
on state administrative systems and their varying reporting methods. Data are collected regularly and
published annually.

Only two data points—for 2006 and 2007—were available to set the 2015 target. TEDS-D data are
available for three years prior to 2006. However, fewer states reported data during these years which
skews the data and prevents comparison to subsequent years. Between 2006 and 2007, there was a
slight decrease in the percentage of treatment plans completed, from 47.1 percent to 45.1 percent. With
45.1 percent as a baseline, it is expected that treatment completion will improve to 50 percent by 2015
as a result of the Strategy’s action plans related to improving the quality of substance abuse treatment
services. This target represents a 10.8 percent increase over the baseline.

Percent of Health Center grantees providing substance abuse counseling and treatment services

This measure focuses on a primary component of the Objective. Since data for all health care services
in the United States are not available, data on HRSA's Federally Qualified Health Center grantees and
the 20 million individuals they serve, support this proxy measure for assessing the extent of substance
abuse counseling and treatment services provided in primary care settings. An increase in the number
of health center facilities offering these services is an indicator that substance abuse services are more
integrated and expansive. Data for this measure are drawn from HRSA’s Uniform Data System (UDS)
and are collected annually from HRSA grantees.

Percent of treatment facilities offering at least 4 of the standard spectrum of recovery services

Recovery from substance dependence is a lifelong process and research has documented that treat-
ment success is greatly improved by programs that facilitate recovery. In recent years, some Federally-
funded recovery services have resulted in favorable outcomes. For instance, programs such as Access
to Recovery (ATR, now in its third cohort of grantees) have shown improvements in employment, family
and living conditions, and reduced involvement with the criminal justice system.

Based on the data available through SAMHSA's National Survey of Substance Abuse Treatment Services
(N-SSATS), it was determined that the following services be included as the measure’s definition of the
standard spectrum of recovery services: discharge planning, after-care counseling, child care, trans-
portation assistance, employment assistance, and housing assistance. An increase in the percentage
of substance abuse treatment facilities that provide at least four of these services will serve to indicate
recovery support services are expanding. N-SSATS is an annual survey that collects data from all facili-
ties that provide substance abuse treatment services—both public and private—in the United States.
This measure does not include all the recovery support services offered by facilities. Therefore, actual
expansion of services may be underestimated.

The goal is that, by 2015, 39 percent of all facilities will provide at least four of the six services defined
by the standard spectrum, a 10 percent increase over the 2008 baseline of 35.5 percent. Since 2004,
the percentage of facilities providing at least four of these services has remained fairly constant. A 10
percent increase is reasonable given the recent focus on recovery support services and the documented
success of grant programs such as ATR.
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Objective 4—Break the Cycle of Drug Use, Crime, Delinquency, and
Incarceration

At the end of 2008, there were over 7.3 million adult men and women under the supervision of America’s
criminal justice system. Recent studies have examined the amount of illicit drug use and dependence
among this special population. In 2004, 53 percent of state prisoners and 45 percent of Federal prisoners
met the criteria for drug dependence or abuse.”

Individuals commit crimes while under the influence of drugs, commit crimes to obtain drugs or money
to purchase drugs, and commit crimes that are drug offenses, such as possession and trafficking. Many
of these drug-related crimes stem from underlying, treatable, illicit drug dependence or abuse. The
criminal justice system can play a substantial role in reducing drug use and its consequences.

Table 3-4 Objective 4 Measures, Baselines, Targets, Data Sources, and Reporting Agencies

Measure 2010 Baseline 2015 Target Data Source Reporting
Agency

Percent of residential 85.0% (2006) 90.0% OJIDP - DOJ/0JJIDP

facilities in the Juvenile Juvenile

Justice System offer- Residential

ing substance abuse Facility Census

treatment

Percent of treatment 46.8% (2007) 49.1% Treatment SAMHSA/CBHSQ

plans completed by Episode Data

those referred by the Set - Discharge

Criminal Justice System

Analysis of Measures

Percent of residential facilities in the Juvenile Justice System offering substance abuse treatment

This measure focuses on treatment that is available to youth in the Juvenile Justice system and the
importance of breaking the cycle of drugs and crime in this population at an early stage. The data are
provided by the Office of Juvenile Justice and Delinquency Prevention’s Juvenile Residential Facility
Census (JRFC). The JRFC reviews a variety of information on facility operations and services, including
substance abuse treatment. The rationale for using this proxy measure is that as more facilities offer
treatment, more juveniles have access to treatment. In 2002, 86 percent of all residential juvenile facilities
offered substance abuse treatment services. This survey was conducted most recently in 2006 when the
percentage dropped to 85 percent, which is the baseline for this measure. The target for 2015 is for 90
percent of surveyed residential juvenile justice facilities to offer substance abuse treatment. This target
represents a 5 percent increase over the 2006 baseline. Actual achievementin 2015 will be estimated,
based on the 20